Physicians who treat varicose veins are divided into three categories. The first group manages the disorder with surgery, the second one with injections, and the third one with both methods. The first two groups are engaged in a feudal strive with each other, which sometimes assumes forms unworthy of scientific communication. This is an unhealthy situation, damaging the image of the physician in the eye of the public.
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If one looks at the problem without ire and emotional interference, one should come to a workable plan. This is of importance to those who have to teach novices in this art of medical endeavour. Without an acceptable plan, students will be left confused. The student who graduates from a medical school where he has been taught that varicosities could only be treated surgically, and later on learns of different opinions, may become insecure in his decisions and vice versa.
Is it not practical to recognize the positive and negative aspects of both types of therapy, and to weigh them against each other 2 Many communications include statistics to prove the therapeutic superiority of reported methods. However, statistics have to be carefully scrutinized to prevent the reader from being brainwashed. The customary classification of results, &dquo;cure, improvement, recurrence,&dquo; may be misleading. The column &dquo;improvement&dquo; should be deleted, because it is a euphemism for &dquo;recurrence.&dquo; The time interval is of great importance. Periods of one to three years are of little value. Five, ten, or more years will tell the story.
What about pictorial evidence? Large varicosities will not become evident right after the supportive bandage has been removed. If a picture is taken at this moment, the situations are not truly illustrated. The varices start to fill and protrude gradually after the compression bandage has been removed. This may take from 30 to 60 minutes. Photographs should be taken after the leg has been left unbandaged for one full day.
We all agree that varicosis is a chronic disease, that there is an innate tendency of recurrence, that there are hereditary, endocrinal, occupational, and other factors involved. As in the case of diabetes or rheumatoid arthritis, a cure cannot be guaranteed. Nevertheless, the disease can be successfully controlled.
If advocates of surgery stress the high cure rate of their method, and in the same vein recommend permanent postoperative leg-care throughout life, then this is a contradictio in adjectu. In my own experience, the results of surgical therapy, in selected cases, are often better than those of the injection therapy. But is this of too great an importance in view of the chronicity of the disease, which in many instances, can only be controlled?
A personal equation has to be taken into consideration. A nonoperating physician should not reject surgery because he does not master the operative method. A surgeon should not repudiate the injection therapy because he is not familiar with the proper technique, and, therefore, has had bad results.
The diametral claims of reports of surgical and injection managements leads the unbiased reader to the conclusion that the truth probably lies somewhere in the middle.
With this philosophy in mind, let us weigh the positive and negative aspects against each other:
A. ADVANTAGES OF SURGICAL THERAPY 1. Surgery is able to produce satisfactory results with one session.
2. The patient, especially if he is anxious, sensitive, and needle-shy, is not submitted to a longer course of therapy.
3. The danger of sensitation and idiosyncrasy to drugs is obviated. 1 . The intervention has to be considered as major surgery, involving the hazards of anesthesia, thrombosis, and embolism. Many surgeons keep the patient in bed for 48 hours post operationem, before they ambulate them. Operations have to be done in the Trendelenburg position, which is frowned upon by anesthesiologists, because it increases anesthetic hazards. The same is true of the change from supine to prone position, which is sometimes necessary in cases where the saphena parva has to be stripped. To There is a remote danger of producing a deep phlebitis or thrombosis by the sclerosant. However, this hazard can be eliminated by proper technique. Physicians with limited experience in sclerotherapy, using large amounts of sclerosing agents, may encounter adverse side effects. They, naturally, will condemn the method. Thus the observation' that opacifying material could be detected in the deep veins for 10 to 15 minutes, post injectionem, warrants the conclusion that large amounts of sclerosants may remain in the deeper venous channels and may produce unwarranted complications. If one uses minute doses, not exceeding 0.5 cc, and injects into the dependent leg, where the increased venous pressure fixes the sclerosant to the superficial system, one ordinarily does not run risk of a syphon of the sclerosant into deep channels. Phlebography carried out with massive doses (20 to 40 cc) of iodine compounds, is apt to produce deep phlebitis more frequently than sclerotherapy.
6. There may be danger of slough ulcer, if the injection technique is not mastered.
A list of indications for surgery and injection therapy is submitted. I am aware that there will be disapproval by physicians with extreme views. Nevertheless, a plea is made to find a common platform, to use good judgement, to keep one's mind open, and to follow the maxime that there is always room for improvement. Enlightened physicians, in self-analysis, realize that dogmatism, personal vanity, and conformism are prone to impede progress.
INDICATIONS FOR SURGERY
1. Huge varicosities with incompetent valves of the saphenous veins and perforators should be subjected to surgical intervention. In making a decision one should weigh the magnitude of the operation against the degree of varicosities, against the age and health-status of the patient. To subject minor varicosities to a major operation with its hazard would be unwise, indeed. A nonoperating physician should refer the patient to a competent surgeon.
Large varices of patients who exhibit
allergies or idiosyncrasy to sclerosants should be operated. 3 . Varices which do not obliterate with small amounts of conventional sclerosing agents should not be subjected to increased amounts and concentrations of sclerosants. They should be managed surgically. There may be exceptions which should only be handled by physicians with wide experience in injection therapy. 4 . The same procedure should be followed in those instances, where large veins are situated in areas of chronic or subacute dermatitis, where injections of even small amounts of sclerosants would be hazardous. 5 It is incongruous to carry the correction of a minor ailment into the category of major surgery. One will have to approach the problem more from a clinical than from an anatomic standpoint The dictum &dquo;primum no nocere&dquo; has to be constantly in the physicians mind.
UNIFIED CONCEPT
The proposed unified concept is based on two premises: . 1. The varicose diathesis cannot be cured in every case; however, it can be successfully controlled. The patient has to be informed about the chronicity of his ailment, and a plan for long-range care submitted.
2. There are indications for both surgical and injection therapy. No method has a claim of definite lifetime cure, in every case.
In conclusion, I would like to state that an effort should be made to reconcile two feuding methods. A unified concept should be adopted by physicians, and the patient informed to avoid misunderstanding.
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